Objectives: To develop a communication skills training (CST) module for health care professionals, particularly in the area of oncology, on how to conduct interviews using interpreters and to evaluate the module in terms of participant's self-efficacy and satisfaction.
introduction
Being a patient in an era where complex medical and institutional processes are part of everyday clinical and nonclinical encounters makes effective patient-centered communication of paramount importance for a successful medical experience. This is never truer than in cancer care where the diagnosis can be life threatening and the treatment arduous. Therefore, effective medical interpretation is necessary not only for the clinical encounters but also for other healthrelated activities such as registration, appointments and pharmacy [1] . Comprehension of the information received is not only linked to the ability to speak a language but also directly linked to the culture relative to the spoken language. In essence, words will acquire a particular significance on the basis of the meaning that they have been assigned. 'Speaking a language other than English in the U.S. obviously means that one's lived experiences are likely to be different than those of English speakers. The greater the difference between our lived experiences and those of others, the more likely our frames of reference will be different. Therein lies the potential for misunderstanding.' [2] . In an effort to reduce miscommunication due to language discordance, clinics, hospitals and physicians make use of interpreters.
In this paper, we outline our method of developing a communication skills training (CST) module designed to assist health care professionals to function collaboratively with an interpreter. Our primary aim is to describe the development and contents of this module. We then present pilot self-report data from 47 clinicians regarding changes in their confidence in working with an interpreter and their intention to use new skills learned as a result of training.
cultural challenges in limited English proficiency patients
In a systematic review of the literature, Flores [3] found that limited English proficiency (LEP) patients' quality of care was poor or fair when they needed, but did not receive, interpreter services. Patients were less likely to have a clear understanding of their diagnosis and discharge orders and less likely to have been told of medication side-effects when using ad hoc interpreters. Moreover, an increased risk of medical errors and misinterpretations has been linked to the use of ad hoc interpreters [3] [4] [5] .
Another important aspect of communication between patient and physicians is the need to successfully address lifecore values and health beliefs. In the case of Latinos, for instance, concepts like familialism (the significance of family over the individual), collectivism (the importance of friends and extended family in helping the patient solve problems), simpatia (the need for smooth interpersonal relationships in which criticism and confrontation are discouraged), religion and respeto (the need to maintain one's personal integrity) are essential in improving communication and establishing a trustworthy relationship [6] . In the case of cancer, intrinsic concepts shared by many Latinos include the beliefs that 'medications for pain are ineffective', 'a positive attitude is all you need', 'surgery spreads cancer' and that 'cancer cannot be treated' [7] . These are obvious obstacles that if overlooked or minimized can have a negative impact on the overall health outcome of the patient. Significant lack of knowledge regarding cancer risks and symptoms is also likely to contribute to nonadherence in ethnic minority groups [8] . Communication about terminal or life-limiting illness adds complexities beyond language discordance to incorporate cultural discordance [9] . Patients not fluent in English receive less optimal palliative care, on the basis of findings that LEP patients are less likely to die at home, more likely to have emotional symptoms and less likely to receive adequate symptom control [10, 11] .
Different types of people provide interpretation in the medical setting. Phelan and Parkman [12] identified four types who vary in their availability and reliability to serve as interpreters. Effective communication may depend on which types of interpreters are used. The four types are (i) bilingual health workers who are acquainted with the patient and remove the need for third parties to be involved, (ii) friends and relatives who are readily available and knowledgeable about the patient's problems and concerns, (iii) untrained volunteers who are often available but have not received any formal training and (iv) professional interpreters who are formally trained and have a good understanding of cultural sensitivity and awareness, knowledge of medical and colloquial terminology and the respect of all parties involved [13] . Trained interpreters might, however, be limited by availability and facilities' budgets.
need for interpretation services and cultural assessment
The number of people living in the United States with LEP is constantly growing, making the need for interpreter services a priority. The 2005 American Community Survey indicated that 19.4% of people living in the United States speak a language other than English. Of these, 44.6% speak English 'less than well'. Latinos are considered to be the second fastest growing ethnic group in the United States (after Caucasians) and represent 12.5% of the USA population [14] . By 2050, it is estimated that the Latino population will exceed 100 million and will account for approximately one-quarter of the USA population [15] . As an illustration of the need within cancer care, at Memorial SloanKettering Cancer Center (MSKCC), 4.5% of patients on 2006 rising to 6% of patients seen in 2007 were classified as LEP and required the services of an interpreter.
Despite the evident centrality of interpreters to the health care system, clinicians are rarely trained in how to work with these interpreters. As this can be a complex communication challenge, clinicians at MSKCC are now offered CST in how to conduct a collaborative consultation involving an interpreter. The clinical CST approach is modular in that we select key challenges that confront oncologists and build a 'module' to address a teachable and coherent component, which may form either the whole or only part of any clinical encounter. Module themes are selected on the basis of previously identified communication challenges.
module development
The development of each new module includes a series of seven consecutive steps: (1) systematic literature review, (2) consensus review meetings, (3) modular blueprint development, (4) training materials development, (5) scenario development, (6) making revisions and adaptations iteratively and (7) assessment. All of our current modules are on the basis of a model we have developed, the Comskil conceptual model [16] . One critique of the literature on CST is that it is not always clear which skills are being taught and if those skills are matched with those being assessed [17] . The Comskil conceptual model seeks to answer this critique by explicitly defining the important components of a consultation. While others use sequenced guidelines as a mechanism for teaching about particular communication challenges, we propose that communication within any consultation can be guided by an overarching goal, which is achieved through the use of a set of strategies that usually fall into a logical sequence. Strategies are achieved through the use of communication skills, defined as a discrete mode by which a physician can further the clinical dialog. Process tasks, sets of dialogs or nonverbal behaviors that create an environment for effective communication are also critical to achieving strategies.
modular content for communicating with patients via interpreters
Using this process, we developed a module that makes use of six steps or strategies that can be applied with flexibility but in a way that is reproducible across virtually every occasion in which an interpreter is required. The communication goal is to collaborate with the interpreter to achieve an optimal interaction with the patient. Each of the steps involved in communicating via interpreters encompasses a series of skills and process tasks intended to achieve a communication with the patient that (i) privileges the doctor-patient dialog, (ii) promotes shared understanding and (iii) is sensitive to cultural differences.
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Strategies 1 and 2 involve introducing the content and expectations of the consultation with the interpreter and eliciting interpreter's knowledge about the patient that is relevant for a successful visit. Interpreters should notify patients that the information shared even before the actual visit takes place, i.e. while waiting in the waiting area, is considered part of the interpreter services and can be shared with the clinician. A brief meeting with the interpreter before the consultation will provide an opportunity to inform him/her about the clinician's preferred method of interpretation and seating arrangements, as well as inquiring about the interpreter's awareness of any cultural factors that might interfere with the doctor-patient dialog, e.g. family avoidance of use of the word 'cancer'. This brief strategy, although potentially viewed as time consuming and unrealistic, may bring to the forefront important information that can later on save time and misunderstanding between all the parties involved [1, 12, 18] .
Strategy 3 involves establishing the doctor-patientinterpreter team. During this step, clinicians should introduce the interpreter to the patient (if not done previously) and explain the process to the patient [19, 20] . Patients should be addressed directly and thus helped to avoid looking at the interpreter. Seating the interpreter just beside and behind the patient, with the interpreter's eyes slightly downcast, can avoid the common triangular arrangement in which the patient and interpreter converse for extended periods to the exclusion of the clinician. These seating arrangements are depicted in Figure  1 . The rationale for this seating which seeks to privilege the clinician-patient relationship should be explained to the patient who might not otherwise understand its purpose [21] .
Strategy 4 explores the culturally held health beliefs that can potentially limit effective understanding and communication between the clinician and the patient. Strategy 5 is intended to promote effective interpretation throughout the consultation.
It is crucial that the clinician plans ahead what he/she wants to say, avoiding confusing the interpreter by backing up or rephrasing. When use is made of consecutive rather than simultaneous translation, the use of short sentences, the avoidance of idiomatic phrases that can be difficult if not impossible to interpret and the use of frequent pauses are process tasks that make this strategy a successful one. Finally, strategy 6 reviews the consultation with the interpreter and provides an opportunity to discuss possible culturally sensitive issues identified by the interpreter and that might not have surfaced during the actual interpretation [1, 9, 12, 14] . These steps and their interrelationships have been organized as a modular blueprint (see Table 1 supporting literature and educational material. The prepared booklets were sent to participants before their scheduled training date and can serve as a resource for trainees after they come to training. Participants were asked to review the material before attending training. At the workshop, participants were first shown a didactic presentation, which offered a summary of the current literature, recommended strategies for achieving the module's goal and exemplary video clips embedded in the presentation, with the purpose of modeling some of the recommended skills and process tasks. The authors facilitated a group role-play exercise in which participants were able to practice the skills and process tasks reviewed during the didactic presentation. In order to facilitate a realistic encounter, a trained medical interpreter and a standardized bilingual patient were utilized during the group role-play. The medical interpreter was encouraged to sit slightly behind and next to the patient. Frequent pauses are made to discuss what has transpired from the interaction and what the learner experienced that went well as well as possible challenges faced during the role-play. Learners received feedback from the facilitator, their peers and when appropriate or requested by the interpreter and the simulated patient (in character).
Group reflection typically occurs on the length of sentences, the pacing or rhythm of the encounter, the use of physician-patient eye contact and other nonverbal communication and whether the physician-patient relationship has been privileged over the interpreter-patient relationship.
assessment
As per the Comskil approach, at the end of the module, participants are given an evaluation form that contains eight statements about the workshop. This evaluation is completely anonymous and is rated on level of agreement/disagreement using a five-point Likert scale, with anchors at (1) 'strongly disagree' and (5) 'strongly agree'. A retrospective pre-post methodology is utilized in the first two statements: (i) 'Before this module, I felt confident communicating with patients via an interpreter' and (ii) 'Now that I have attended this module, I feel confident in communicating with patients via an interpreter'. The rest of the items focus on post-training attitudes regarding the skills learned and how these can be applied to their clinical practice.
results
Using a paired t-test, the pre-post questions methodology demonstrates that the participants' confidence in conducting an interview via interpreters significantly increased (t 46 = 27.924, P < 0.05) after attending the module.
In order to interpret the results of the module evaluation data and for consistency with the evaluation of all other Comskil modules, we determined a rating of 'agree' or higher to be an indicator of satisfaction with the workshop and its effectiveness. Table 2 displays the percentages of workshop participants who agreed or strongly agreed with the six posttraining items (see Table 1 ). Only one of the 47 participants answered to open ended questions with the suggestion that the module could be improved, indicating more time for role-play.
discussion
The primary aim of this research was to describe the development and contents of a CST module targeting specific clinician behaviors during discussions with their patients that involve an interpreter. As the number of people living in the United States with LEP continues to exponentially grow, the importance of training our clinicians in how to interview patients via interpreters becomes evident. However, to date, only 23% of USA teaching hospitals provide any training, and most of them make it optional [22] . In our module, a set of six strategies was developed that highlight the need to establish rapport with the interpreter before entering the consultation and to establish a framework for the consultation. In addition to the specific communication skills used during the clinician, patient and interpreter triad, we also indicate a concluding conversation where the clinician and the interpreter review the consultation and address any final concerns. This module is an example of how health care professionals of different levels and specialty can be taught how to communicate with patients via interpreters. The didactic lecture and its exemplary videos introduce the participants to the relevant current literature and indicate the necessary strategies, skills and process tasks. The group role-play exercise and the use of simulated patients and medical interpreters provide them with an opportunity to practice the skills in a safe and friendly environment. Participants were able to test new strategies and rehearse ways of communication with interpreters in this way. Experimentation with seating positions enabled a comparison to be made between triangulated conversations that promote the interpreter-patient relationship to the neglect of the physician-patient relationship with seating arrangements that privilege the clinician-patient relationship.
Practice at the length of conversational segments when consecutive translation is used promotes insight into the need for relatively short 'sound bites' by the clinician. This in turn helps establish a rhythm for the conversation and aids the maintenance of eye contact between clinician and patient, a condition that improves the clinician's monitoring of emotional and informational cues by the patient. Unlike other modules where role-play practice can occur in small groups with trained actors, the short supply of trained interpreters for this module necessitates use of a larger group interaction, often colloquially termed a 'fishbowl role-play'. Facilitators do well to rotate clinicians fairly regularly into the physician's seat so that all present have the opportunity to practice the skills used in this encounter.
Trained facilitators moderate discussions and provide constructive feedback to the participants. This is invaluable as a means of providing participants with an opportunity to observe how their peers utilize and personalize the skills. In addition, participants can not only reflect on their own communication strengths but also consider their limitations and make adjustments and experiment with alternate approaches on the basis of feedback from the expert facilitator and their peers.
We build cultural sensitivity into our role-play through the use of a clinical scenario that generates relevant themes. For example, a male from a machista culture places great store on his physique and appearance. The development of an osteosarcoma of his lower leg raises treatment possibilities that include amputation or neoadjuvant chemotherapy and limb-preserving surgery. While the rehabilitation associated with amputation may in many ways be simpler and quicker, the latter treatment approach preserves his self-image in a culturally sensitive manner. The burying of such examples within each clinical scenario ensures that a variety of cultural themes can be considered as the role-play unfolds. See Box 1 for a sample scenario.
Our second aim was to present preliminary data describing changes in participants' sense of confidence to collaborate with an interpreter in a consultation and also the participants' intention to utilize the skills in upcoming consultations. Participants reported a statistically significant pre-post increase in their confidence about communicating with patients via interpreters indicating that participants found utility in the workshop. This coupled with participants' intention to utilize the skills indicates that this is a useful module.
We recognize that this preliminary modular evaluation has some limitations. Among those, we acknowledge the fact that our trainees are from a pool of self-selected participants, with different level of preexisting communication skills. The methodology used to evaluate the effectiveness of the module is limited to a onetime assessment done at the end of the practice. While this can evaluate the experience and its perceived effectiveness, it does not measure if the confidence gained is preserved longitudinally. Another limitation of our assessment has been the lack of objective data to support the self-report evaluation method. Due to these limitations, we have begun developing standardized patient assessments (SPAs) as an evaluation tool for CST. SPAs are useful in evaluating interpersonal communication skills in a specific domain. Using inter-item and split-half reliability methods, the SPA has proved to be a reliable assessment tool and has demonstrated discriminant validity [23] [24] [25] . Utilizing SPAs will enable us to observe each participant demonstrate communication skills in a specific situation of a predetermined and standardized duration.
Future research could follow participants over a period of time and measure their self-efficacy and confidence in the skills learned. Another interesting study will be to record LEP patients' satisfaction with the medical encounter pre-and post-participants' training.
conclusions
We have developed a module that trains clinicians in effective collaboration with professional medical interpreters and shown its ability to increase the confidence of clinician's to work with LEP patients. Our approach intends to minimize not only the language barrier but also the cultural barriers that could potentially interfere with patients' care.
practice implications
This work has important practice implications in the oncology setting, where cultural sensitivity is paramount and empathic I feel confident that I will use the skills I learned in this module.
96
The skills I learned in this module will allow me to provide better patient care.
94
The module prompted me to critically evaluate my own communication skills.
98
The experience of observing the large-group role-play was helpful to the development of my skills.
96
The skills I learned were reinforced through the feedback I received as a participant in the large-group role-play.
90
The large-group facilitator was effective. 100
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Box 1: Sample case scenario
A 42-year-old Latino man presents to his oncologist to discuss the treatment options for his newly diagnosed left lower extremity osteosarcoma. Through the medical interpreter the oncologist proceeds to explain the first option, which involves amputation. As soon as the interpreter translates this to the patient, the patient immediately gets up from his chair and proceeds to leave the office while speaking to the interpreter in what appears to be an agitated tone. The oncologist is puzzled by this reaction and attempts to seek clarification from the interpreter while the interpreter is attempting to convince the patient to sit down and have a further discussion with his oncologist. A few minutes go by and finally the patient agrees to sit back down on his chair. The visit proceeds with the interpreter clarifying for the oncologist what just took place. He explains that the patient became immediately very angry after hearing that his treatment involved amputation and refused to have any further discussion with his doctor stating: 'have him have his leg cut off and see if he or his wife would like it!' Through some gentle probing and reassurance that the oncologist is not recommending amputation as the only treatment option, the true concerns regarding sexual performance and body image surface. With the help of the medically trained interpreter, the oncologist further learns that the patient is concerned that if amputation is his only viable option, he will lose the respect of his peers and that of his employees (the patient owns a Bodega store). His final concern is that eventually his wife will see him as 'less than a man' and will end up leaving him. In a nonjudgmental way, although the oncologist recognizes that amputation will be the easiest option for this particular patient, he proceeds to acknowledge and validate his patient's concerns explaining that amputation is only an option but that chemotherapy and limb-preserving surgery is another. The oncologist then proceeds to ask permission to continue to present to him all the risks and benefits associated with each treatment. The patient is now calmer and willing to listen to both alternatives after commenting with his interpreter: 'I'm glad to see he understands what it will cost me to lose my leg. ' original article
Annals of Oncology
